Y eh and colleagues report an impressive series of nearly 1000 patients undergoing anterior resection for rectal cancer over a 3-year period between 1995 and 1998. Seven different attending surgeons performed operations. Data were retrospectively analyzed and a logistic regression analysis of 25 independent variables performed to determine which were predictive of anastomotic leak. The clinical anastomotic leak rate was 2.8%, an enviably low rate. The use of irrigation-suction drains, blood transfusion, poor bowel prep, and an anastomotic level at 5 cm or lower above the anal verge were all independent risk factors for anastomotic leak. Before readers abandon drainage of pelvic anastomoses, based on the title and abstract, it is important to carefully examine the authors' work.
Another circumstance, in which leaks may be more common, is in those patients who undergo preoperative neoadjuvant treatment of rectal cancer. This is becoming the norm for patients with rectal cancer with the increasing recognition that functional results postoperatively are much improved compared with those patients who receive this treatment postoperatively. 7 Although such an anastomosis is by definition constructed from a segment of bowel taken from above the radiation field, leak rates in such anastomoses may be higher than in patients not having had prior radiation therapy. In the present singularly large volume of patients, all underwent surgery without preoperative chemotherapy or radiation even though over 75% had stage T3 or higher cancers. These would almost certainly receive preoperative treatment in the United States.
Only 16% of the patients in the present study underwent reconstruction using a colonic J pouch. The authors report that J pouch anastomosis had the highest leak rate, but this difference did not reach statistical significance, likely as a result of this low number. In the United States, the number of patients with colonic J pouches would most likely be higher, because many patients undergoing resection of more than half of the rectum would undergo this type of reconstruction.
In reading the article by Yeh and colleagues, the conscientious clinical surgeon comes away with some important points. The authors have done a careful, large-scale clinical study in patients who largely have not received neoadjuvant therapy. They have operated on Asian patients who are generally thinner than the U.S. population, in whom excess body weight, particularly in men with their narrower pelvis, may adversely affect technical outcome. They have definitively shown that their suction irrigation is associated with a higher leak rate. They also demonstrate that blood transfusions also are associated with a higher anastomotic leak rate, presumably as an indicator of a more difficult surgery, although which is chicken and egg remains to be seen. In other words, were the more difficult cases the ones that needed more blood transfusion and therefore the ones that were more likely to leak, or was transfusion an immunosuppressive factor as has been demonstrated in a number of animal experimental studies? 8 The present clinical study of Yeh and colleagues was carefully done in that it was performed with a small number of surgeons and a large number of patients in a well-controlled clinical setting with both hospital and surgeons providing excellent clinical care.
Although one cannot make generalizations and say one will not use any drains for low anterior resections, they are not needed in most cases of intraperitoneal colorectal anastomoses unless there are mitigating circumstances such as excessive bleeding or other technical issues at the time of surgery. With extraperitoneal anastomoses, however, such drains provide the clinician an early warning of anastomotic complications before the patient becomes significantly ill, and may also provide for evacuation of fluids and hematoma in a space that has limited absorptive capacity, especially in cases in which an omental pedicle cannot be brought down into the pelvis.
Careful clinical studies like the study by Yeh and coworkers show the best of what clinical medicine is capable of. All studies in clinical medicine do not have to be prospective and double-blind to provide us with valuable clinical information that will help benefit patient care. In an era in which the expense of performing such studies is exorbitant, surgeons should be encouraged to critically look at their existing data, as the authors of this study have done, and see if their data can help them further improve the care they provide.
